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The most recent American Thyroid Association (ATA) guidelines for the management of differentiated thyroid cancer significantly changed the surgical treatment of papillary thyroid cancer (PTC) by no longer recommending total thyroidectomy for 'low risk' malignancies between 1 and 4 cm. 1,2 'High risk' features are considered to be tumors [ 4 cm, the presence of extrathyroidal extension, and/or the presence of lymph node metastasis. The clinical significance of extrathyroidal extension continues to be examined within this paradigm shift, which is reflected in the progressive changes seen in the American Joint Committee on Cancer (AJCC) staging system.
The 5th edition of the AJCC staging system for differentiated thyroid cancer defined evidence of minimal or gross extrathyroidal extension as T4 disease. 3 This is in stark contrast to the current 8th edition in which minimal extrathyroidal extension has no impact on T score, and gross extrathyroidal extension invading other major neck structures (gETE) is distinguished from extrathyroidal extension invading only the strap muscles (strap-gETE). 4 Despite this distinction, several studies have demonstrated that strap-gETE is not associated with an increased risk of recurrence or decreased survival, which leads to the question of whether strap-gETE alone warrants the designation of a 'high risk' thyroid malignancy. [5] [6] [7] Furthermore, if these lesions can be classified as 'low risk', would that suggest that lobectomy would be sufficient for initial surgical management?
For this reason, Song et al. conducted a comprehensive, retrospective cohort study to determine the risk of recurrent disease in patients with PTC with strap-gETE, treated with surgical lobectomy alone. 8 During the study period, 4793 patients underwent surgery for PTC diagnosed by cytology. Total thyroidectomy was recommended as treatment in accordance with the ATA guidelines, but for those who refused, lobectomy was offered after discussion of the potential risks and benefits. Patients with gross extrathyroidal extension invading perithyroidal organs other than strap muscles, and/or distant metastasis noted preoperatively, were excluded from the study.
Ultimately, 636 patients underwent lobectomy for 1-4 cm PTC, and 50 patients (7.9%) were noted to have strap-gETE. Patients with strap-gETE were significantly older than those without, however there were no differences in sex, tumor size, multifocality, or presence of lymph node metastasis between groups. Within the median follow-up duration, three patients (6%) with strap-gETE developed structural persistent/recurrent disease, which was not significantly different than the 30 patients (5.1%) with no gETE who developed structural persistent/recurrent disease. There was no significant difference in diseasefree survival between the groups. The most common site of structural persistence/recurrence was the contralateral lobe in both groups.
Given these results, the authors suggest that lobectomy alone can be performed in PTC with strap-gETE without an increased risk of recurrence, and should be strongly considered given less risk of complications and less need for lifelong thyroid replacement when compared with total thyroidectomy. This consideration is congruent with the evidence-based trend of 'less is more' management for well-differentiated thyroid cancer. More importantly, this study encourages re-examination of the ATA risk stratification system and the most current AJCC staging system. which consider strap-gETE to be a poor prognostic sign. Challenges to current guidelines and staging systems are crucial to our understanding of thyroid cancer and are responsible for the evolution in the management of this disease.
